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We know that growth is more fundamental than edu¬ 
cation; that when educational demands are too severe, 
growth is interfered with; yet there is not a school in 
America that systematically weighs and measures its 
children to ascertain whether or not they are growing 
normally, and then readjusts the school tasks to fit this 
fundamental physiologic condition. 

We know that nervous diseases among children are 
increasing. We believe that these disorders are related 
to the increased tension on the children. Many believe 
that this is due in part to the tasks imposed by school 
life, and yet there is not a board of education in Amer¬ 
ica that is employing an expert to ascertain the facts 
with reference to these problems. 

The fatigue of overwork, the fatigue resulting from 
home study—these wo all recognize to be serious clogs 
on development; and yet our courses of study all over 
America are constructed without the guidance of ex¬ 
perts whose authority is based on investigation of these 
matters. 

These are some of the facts which lead us to believe 
in the employment by departments of education of tech¬ 
nical experts who shall work on these problems—experts 
who shall have power with reference to these matters, 
just as other experts in the employ of the departments 
of education have power with reference to their special 
lines. School buildings are not erected without the 
direction of expert architects. The recognition of the 
technical expert in medical lines is just as necessary as 
it is in architectural lines. It is not sufficient to secure 
the best available authority on these subjects. No ocu¬ 
list, no group of oculists at the present time possesses 
the information needed to answer the questions that 
arise in connection with the vision of school children 
under school conditions. It is a specialty within a 
specialty. We do not need authority; we need evidence. 
And then we need power within departments of educa¬ 
tion to see that the fundamental condition of successful 
human life, namely, health, is properly conserved. To 
tliis end there should he organized under every board of 
education a department of school hygiene having ade¬ 
quate financial support and administrative power. 

It may be safely affirmed that until this is done, until 
the school itself attacks these problems with the imple¬ 
ments of science, no contribution of permanent value to 
physical development will be made in the field of educa¬ 
tion. Obviously the detection of contagious disease in 
the schools, involving daily visits and the power of the 
law to act, belongs in the nature of the case to the board 
of health. Quite as obviously also the care of ventilation, 
recesses, lighting, seating, exercise, hours for home 
study, must rest with the board of education. In other 
words, where the object is the protection of the com¬ 
munity the hoard of health is responsible, and where 
steps necessary to the proper education of the individual 
are concerned the board of education is responsible. If 
these propositions are true they leave but one division 
of the topic open to discussion, namely: who should 
conduct the examination of school children for defects 
likely to interfere with proper growth and education, 
such as adenoids, defective eyesight and hearing? 

Whoever does this work, it is further obvious that 
such records must follow the child from grade to grade 
and also from school to school; that they must be con¬ 
sidered by the grade teachers, and, most important of 
all, that each case mast be consistently followed up, so 
that, as far as possible, such disabilities may be re¬ 


moved; that is, they are an. important part of the 
school records and must be so made and organized as to 
be available to the school authorities. So the board of 
education must at least be one of the active parties in 
such medical examination. 

1 Madison Ave. 
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Backaches in women are so common and so far-reach¬ 
ing in their effects that a thorough understanding of 
them is of the greatest importance to members of the 
medical profession, to say nothing of their patients. A 
much too large number of women are its victims. Much 
of the hysteria and neurasthenia from which they suf¬ 
fer appears to be caused by the nervous leak due to the 
constant backache, much in the same way that eyestrain 
gives rise to headaches and other nervous disorders. 
Yet, if we turn to our text-books, we find practically 
nothing on the subject. 

, CAUSES 

First, we must determine the cause of the backache. 
The causes of backache below the dorsal region are 
numerous, and it is essential for success in its treatment 
that its origin be accurately diagnosed. The causes 
are rheumatism, strains, neuralgia, sacroiliac disease, 
caries of spine, fracture of spine (especially of the 
coccyx), hemorrhoids of other rectal disease, pendulous 
abdomen, disease of any of the internal pelvic organs 
and cellulitis of the uterosacral ligaments . 1 

It is especially with the last two that this paper has 
to deal. 

As a matter of fact the question commonly arising 
is whether the cause of the backache is pelvic disease, 
or if it is a strain or rheumatism. The backache of 
rheumatism and strains are usually seated in the lumbar 
muscles; and in the former, the pain often radiates 
down the sciatic nerve. In rheumatism and strain the 
backache is increased by bending forward so as to put 
the lumbar muscles on the stretch. This has no effect 
on the pelvic forms of backache. 

Pelvic backache is of two kinds. In one there is pain 
and tenderness at the fourth and fifth lumbar vertebrae, 
where the spinal nerve center governing the internal 
pelvic organs is situated. This pain and tenderness may 
be due to any painful disease of the internal genitals, 
and is simply a protest on the part of the center against 
being constantly irritated. The treatment of this form, 
to be permanently efficacious, necessitates the cure of 
the underlying disease. 

In the second variety there is a tender spot on either 
side of the second sacral vertebra, which, it is my con¬ 
tention, is due to cellulitis of the uterosacral ligaments. 
I shall state my grounds for this theory later. 

There are two diseases that might he mistaken for the 
pelvic forms of backache if only the site of the pain were 
considered. One is incipient sacroiliac disease; this 
gives rise to pain and tenderness at the sacroiliac joint, 
hut it is rarely bilateral, and concussion of the iliac bone 


1. Besides these conditions, Satterthwaite. of Boston, describes 
conditions of softening of the sacroiliac cartilages occurring at the 
menstrual period, analogous to that which occurs during pregnancy, 
also strains and snbluxations of these joints. 
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gives rise to pain. The other is caries of the fourth or 
fifth lumbar vertebra. This, however, is accompanied 
by some spinal rigidity, and a jar, such as is caused by 
having the patient jump, greatly aggravates the pain. 

Neuralgia is not so sharply localized, and gives rise to 
a more intense, usually intermittent pain, instead of a 
dull, constant ache. In rectal inflammations and frac¬ 
ture of the coccyx the pain is referred to the coccyx. In 
pendulous abdomen, often associated with general en- 
teroptosis, there is a dull, constant dragging pain 
referred to the lumbar region; probably due to the 
traction of the mesentery on the spine. This variety 
is temporarily relieved by causing the patient to lie 
down, and permanently by wearing an abdominal sup¬ 
porter. 

BACKACHE DUE TO CELLULITIS OP THE UTERO-SACRAL 
LIGAMENTS 

The sole variety of backache that is found only in 
women is that due to cellulitis of the uterosacral liga¬ 
ments; as that due to irritation of the spinal center is 
duplicated in the male in prostatic and other genito¬ 
urinary troubles. 

Having eliminated the causes of backache common to 
either sex, we next, by vaginal examination, endeavor to 
determine which organ is at fault. 

To determine which organs give rise to backache, I 
examined a number of women with this symptom. I 
find that pressure on an inflamed ovary gives rise to 
pain and a sickish feeling; the pain is not referred to 
the back. Pressure on the inflamed uterus likewise 
gives pain, but not in the back. Pressure over the in¬ 
flamed uterosacral ligaments, however, gives rise to 
severe pain in the back at the outer sides of the second 
sacral vertebra. Pulling the uterus forward, thus put¬ 
ting the ligaments on the stretch, also gives rise to the 
pain. Now, the fact that the uterosacral ligaments are 
attached to the sides of the second sacral vertebra seems 
to make a complete and damaging case against these 
offenders. 

The uterosacral ligaments have boon described under 
several names, but the descriptions are usually inade¬ 
quate. They have been known as the retractor muscles 
of the uterus; and, with their peritoneal covering, as the 
sacrouterine ligaments. They have been described as 
folds of peritoneum, and as muscles. Briefly, they con¬ 
sist of muscle tissue which is in direct continuity with 
that of the uterus, together with connective tissue, blood 
vessels and nerves. They arise from the posterior wall 
of the uterus at the level of the internal os, and diverge 
outward and backward on each side of the rectum and 
are inserted on the sides of the second sacral vertebra. 
They are partly covered with peritoneum which is in 
direct continuity with that covering the uterus, and 
which merges into the peritoneal coat of the upper part 
of the rectum, and is known-as the uterorectal ligaments. 
These form the posterior and lateral borders of the 
cul-de-sac of Douglas. 

These ligaments may be the seat of an acute or 
chronic inflammation. In acute cellulitis they are much 
thickened, because of the enlarged blood vessels, exuded 
serum, etc., as in all inflammatory conditions of cellular 
tissue. This may end in resolution, in suppuration, or 
may become chronic. The chronic variety is of two 
kinds. In the first the ligaments may be as thick as a 
finger on account of hyperplasia of the tissue elements. 
Tn the second the ligaments are barelv thickened, but 
nun'll shortened, drawing the uterus close to the sacrum. 


Inflammation of the uterosacral ligaments is known 
as parametritis posterior, and as cellulitis of the utero- 
sacral ligaments. For the four varieties I have de¬ 
scribed I will suggest the following names; 

1. Acute cellulitis of the uterosacral ligaments. 

2. Acute suppurative cellulitis. 

3. Chronic hypertrophic cellulitis. 

4. Chronic atrophic cellulitis. 

As above described, these forms may run into one 
another, being but stages of the disease. Thus the 
chronic hypertrophic may by cicatricial contraction re¬ 
sult in the atrophic. 

The causes of the acute forms are pelvic infection of 
any kind. They are rarely independent diseases, but are 
associated ivith cellulitis of the broad ligaments, etc. I 
shall not describe this disease in detail, as it is well 
known. 

The chronic forms may follow the acute, or may come 
on gradually from slight septic absorption from the 
uterus; for instance, from an old laceration, or erosion, 
or gonorrhea, or following childbirth. The uterosacral 
ligaments may also become inflamed as part of a pelvic 
peritonitis or extension of inflammation from a diseased 
ovary which is adherent to them. It is this chronic 
cellulitis of the uterosacral ligaments that gives rise to 
the interminable backaches which usually are so little 
benefited. 

VARIETIES AND TREATMENT 

The common treatment they receive in onr large 
hospitals is a curetting for the endometritis which so 
often accompanies this condition, and the patient leaves 
little, if at all, benefited, so far as the backache is con¬ 
cerned. 

The symptoms in an uncomplicated case are back¬ 
ache referred to the two spots described, which becomes 
worse on exertion, especially sweeping. There is a dis¬ 
tressing sense of weakness. Sexual intercourse is often 
painful, on account of pressure on the inflamed liga¬ 
ments, and so leads to incomplete intercourse, and 
frequently to repugnance to it, thus indirectly again 
becoming a factor in the neuroses of women. 

The diagnosis by vaginal examination is easy if a few 
facts are borne in mind, viz.; The normal uterosacral 
ligaments are felt as thin bands at the sides of the cul- 
de-sac of Douglas and can be made much more promi¬ 
nent by pulling the cervical portion toward the pubic 
bone. Pressure on them is painless. Normally, the 
ligaments are so elastic that the uterus can be brought 
forward bimanually until arrested by the pubic bone. 
This again is painless. 

In acute cellulitis a considerable exudate forms rap¬ 
idly in one or, more frequently, both ligaments. The 
ligament feels hard and is very tender. Any attempt 
to move the uterus forward gives rise to acute pain, 
especially in the back. There is usually -fever, varying 
in intensity with the virulence of the inflammation. 

If the mass suppurates, the fever rises, and chills are 
apt to occur. The mass now feels more boggy, a soft 
spot being present with harder surroundings. Fluctua¬ 
tion is rare, being present only if the suppurating focus 
is very large, or when it is pointing in the vagina. 

In hypertrophic cellulitis the ligaments feel thickened, 
sometimes to the size of a finger, and are inelastic. 
Pressure or traction on them gives rise to the charac¬ 
teristic backache. 

In the atrophic variety the shortened ligaments, drag 
ging on the uterus at the level of the internal os, bring 
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this portion close to the sacrum and thus often produce 
an anteflexion. The shortened ligaments interfere with 
tiie mobility of the uterus in all directions, and attempts 
to move it give rise to backache. 

The treatment of acute cellulitis is to put the patient 
to bed, apply an ice-bag to the lower abdomen and 
administer active saline cathartics. Locally, tampons 
dipped in 5 per cent, iodin-glycerin are useful, and hot 
vaginal douches may be given, although I think their 
usefulness lias been overrated. Besides this, the cause 
if still present must be removed. If suppuration occurs, 
or before in a severe case, the mass should be incised by 
vagina and drained, care being taken not to enter the 
peritoneal cavity. 

In mild cases of the chronic variety painting of the 
posterior vaginal fornix with tincture of iodin two to 
three times a week,, also 5 per cent, ichthyol-glycerin 
tampons, or yaginal suppositories inserted at night are 
useful. If by this means, we do not get sufficient ab¬ 
sorption, pelvic massage may be added. This is applied 
in two ways: First, by stretching the ligaments gently 
by bimanual traction of the uterus toward the pubis, 
never using force enough to give much pain; and, 
second, by pressure against the ligament with the first 
and second finger of the left hand in the vagina; the 
right hand depressing the abdominal wall until the 
ligament can be pressed on from above. Small rotary 
movements with the right hand are now made for five to 
ten minutes. The object of this is to promote absorp¬ 
tion, and to lengthen the ligaments. This method pro¬ 
duces fairly good results, but rarely removes the backache 
completely; and must be persevered in for several 
months. Besides it is somewhat painful. 

To overcome these objections it occurred to me that 
section of the uterosacral ligaments would be a rational 
treatment, and one fraught with little danger. 

REPORT OP CASES 

I report in detail two cases, one in which the opera¬ 
tion was performed b) r vagina, and the second by 
laparotomy: 

Case 1.—Last summer a young woman came to me from 
Boston, and, as hers was an extremely bad case, I used this 
method on her. 

Patient .—Miss G. was 25 years old, anemic and somewhat 
slight, a. semi-invalid on account of severe backache with neu¬ 
rasthenia. She could walk only from three to four blocks be¬ 
fore becoming exhausted. 

History .—The patient stated that her illness was of seven 
years’ duration. No definite etiologic factors could be elicited. 
During this period she had had extreme backache and general 
weakness. She had been put to bed and treated for long 
periods by homeopathic, osteopathic, mental science and regu¬ 
lar practitioners, but with only transitory amelioration of her 
symptoms. 

Examination .—Vaginal examination revealed an. anteflexion 
with some enlargement of the uterus. Ovaries and tubes were 
normal. The uterosacral ligaments were shortened, inelastic 
and about the thickness of a lead pencil. The ligaments were 
very tender to the touch and pressure on them gave rise to the 
characteristic backache each side of the second sacral vertebra. 

Diagnosis .—The diagnosis was anteflexion, chronic metritis, 
and chronic uterosacral cellulitis in a transitional stage from 
the hypertrophic to the atrophic variety. 

Operation .—I sent the patient to St. Mark’s Hospital and 
had her prepared for operation. The uterus was dilated and 
curetted. A transverse section extending through the vaginal 
wall was then made in the posterior vaginal fornix, close to 
the uterus, about two inches in length. The cellular tissue was 
separated by the fingers and the cul-de-sae of Douglas 
opened. The ovaries were palpated and a few fine adhesions to 


the right one severed. Next, a Polk’s handled needle was 
threaded with No. 3 catgut, and a ligature thrown around the 
right uterosacral ligament close to the uterus. A second liga¬ 
ture was inserted more posteriorly, and the ligament cut be¬ 
tween with a pair of scissors. The same procedure was fol¬ 
lowed on the opposite side, and the vaginal incision sutured. 
The insertion of a perforated stem-pessary into the uterus com¬ 
pleted the operation. 

Postoperative History .—Lor three days after the operation 
there was considerable backache which afterward disappeared. 
Two weeks after the operation the patient left the hospital. I 
kept her under observation for two weeks more, during which 
time she. took walks miles in length and avowed she had no 
pain whatever. I am informed by letter that the patient at 
this time continues to be free from backache,- has gained in 
weight, and is strong and healthy. 

Case 2.— Patient. —Mrs. W. had suffered for years with 
severe backaches of both varieties, headaches and dysmenor¬ 
rhea often confining her to bed. 

Operation .—I performed a laparotomy, enucleated about a 
half dozen fibroids from the uterus, removed the right ovary, 
which was cystic, severed the uterosacral ligaments and per¬ 
formed a ventral suspension. 

Postoperative History .—Recovery was uneventful, and the 
patient's condition is now excellent. 

ANSWER TO POSSIBLE OBJECTION 

The objection to the operation might be made that the 
uterosacral ligaments are an important support of the 
uterus, and that severing them might lead to prolapse of 
that organ; but the peritoneum holds the.divided ends 
of the ligament from dropping too far apart, and the 
gap must eventually be filled by a nerveless fibrous 
tissue. The final result will be the same as in the sec¬ 
tion of a tendon of the eye for strabismus, namely, the 
tendon becomes longer. Backaches in women are so 
common and distressing in result that it is the duty of 
the physician to do all in his power to relieve them. 
The operation which I shall call section of the utero¬ 
sacral ligaments should be safe in skilled hands, and if 
on further trial it gives anything like the relief it did 
in the cases cited it should be used to combat pain and 
disease. 

11 West Eighth Street. 
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Laboratory workers who have dealt extensively with 
experiments in agglutination have felt doubt at times 
as to the reliability of a given reaction, away from the 
associated clinical findings. With the knowledge that 
the agglutination phenomenon is essentially a quanti¬ 
tative one, the question arises: Is the dilution of the 
serum too large for the feebly developed agglutinins; 
is it large enough to differentiate the specific agglu¬ 
tinins from the normal and from co-agglutinins or 
group agglutinins? This question of dilution becomes 
particularly important in eases of evident mixed infec¬ 
tion. 

While, with relatively high dilutions, the less strongly 
developed normal agglutinins and co-agglutinins are 
usually ruled out, there still remain a number of cases 
in which the results are decidedly at variance with the 
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